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Loudon County Department of Fire Rescue Services Physical History

PLEASE FILL IN YHE REQUIRED FIELDS THAT ARE MARKED *

*Date of Birth:

*Social Secrurit){ Number: *Last Nar *First Nam Middle Initial:
(mm/dd/yyy)
*Street Address: Apt # - *City: *Zip: *State *Place of Birth
*Sex: *Height: *Weight Known Allergies: *Marital Satus:
Ibs.

) Male ft.
in.

*A phone number where you can be reached by the health
care professional who reviews this questionnaire (include the

*The best time to phone you at this numberé

Area Code);
STATUS: Volunteer Company

Co Contact

CoAddress
MEDICAL HISTORY

Have you ever had any of the following? {check appropriate boxes)
Er 21 Bleeding Disorders

B Angina
| B Skin Rashes

Cancer

Diabetes Thyroid Disease
| High Blood Pressure Depression
T Heart Attack E Anxiety
1 Stroke Malaria
| Liver Disease Venereai Disease
| Hepatitis Rheumatic Fever
1 Arthritis 1 Chicken Pox

| Epitepsy/Seizure Disorder

Heve you ever had any of the fellowing? {check appronriate bowes)
Hospitalizations/Operations

Asthma
Pneumonia

TB

Psychiatric Hiness
German Measles
Mumps

Polic

Alfergies

Measles

Complications

1
2
3.
4

Accidents {i.e. broken bones, fractures, sprains, strains) Describe and Date:

Family History: {(check appropriate boxes)
Mother Father Brother
Age =
Good Health
Poor Health

Deceased




Heart Disease

High Biocd Pressure
Stroke

Diabetes

Cancer

Glaucoma
Psychiatric Disorders
Respiratory Disease
TB

Other

OCCUPATIONAL HISTORY

*Have you ever worked full time {30 hours per week or more) for six months or more?
*Have you ever worked for a year or more in any dusty job? £ Yes | €3 No| €% N/A

*Have you ever been exposed to gas or chemical fumes in your work?

If so, specific job industry

£) Yes | &0

Total years worked

Joh/occupation

Number of years in this occupation

Pasition/job title

Business, field or industry

was exposure mild £3  moderate &
What has been your usual job/occupation—ihe one you have worked at the longest? -

severe &5

£ Yes |

Review of Systems: Do you have an existing problem and/or recent probiem with: (Please circle or check next to each)

CEERERAL LUNGE BONES/IQINTS
5 Anemia Cough g Back Pain/Injury/Surgery
Fevers Sputum Pain

Recent Weight Loss

Cough Up Blood

Stiffness

Chills or Fever

Shortness of Breath

Swelling

E7] | Night Sweats [ 1Wheezing Tenderness
Swelling in Groin/Armpit Neumonia Pain on Motion
7= IFatigue Bronchitis Limited Motion
EF |Allergies Emphysema LAR
BRIN HEARY Circulation Problems

1 {Rashes

Chest Pain

teg Cramps

Poor Hezling

Shortness of Breath at Rest

Varicose Veins

Easy Bruising

Shortness of Breath on Exertion

Phlebitis

Changes in Lumps/Moles

Palpitations

HERVE

]

EYES £ |Ankle sweling Seizures
3 |Blurring Rheumatic Fever Tremors

7 | Double Vision Heart Murmur Fainting
Pain ¢ |Irregular Heart Beat B Numbness
Cataracts BREAST B {Weakness

B Glaucoma B [tumps = Dizziness




& |Wear Glasses/Contacts T |Discharge Trouble Speaking
EARS Mammography Trouble Walking
| |Wear Hearing Aid ABDOMEN 7 (Anxiety
' |Ringing ] |Nausea/Vomiting o Depression
|7} |Peafness/Trouble Hearing " |Change in Bowel Habits 71 |Difficulty Sleeping
1 linfections "1 |Bloody Stools 1 |Headaches
MOSESINUS f | |Black Tarry Stools YYOMEN OMLY
| |Infections [ |Heartburn f"  |Bleeding Between Periods
. |Bleeding [ | |Ulcer Disease o Regular Monthly Periods
1 |Nasal Congestion w/o Cold £71 |Diarrhea B Have You Ever taken Birth Control Pills?
CTHROAT £"1 iConstipation i1  |DES Exposure
i |Infections [ [History of Jaundice £-1 |Pap Test Within a Year
! iHoarseness [ |Abdominal Pain Pain With Periods
Trouble Swallowing ™ [Hernia  ILatest Menstrual Period Date:
ENDOCRINE £ |Food Intolerance 1# Days Menstrual Flow
1 | Thyroid Problems GENITOURINRY # Pregnancies
Cold Intolerance ER |Urgency # Abortions
Heat Intolerance Increased Frequency # Births
EF] |Excessive Thirst Burning MEN ONLY
Excessive Hunger Bleeding Discharge from Penis
RAL Kidney Stones Prostate Trouble
Seen by Dentist Within Last Year £ |Infections Dribbling

Gums Bleed Easily

Sexuat Difficulty

4 [Teeth




